Objective: Assess the quality of life (QOL) of the patients suffering from chronic liver diseases in our service. Patients and Method: A transversal prospective study conducted at the service of hepatology and gastroenterology at the University health center Campus of Lomé from August 1, 2013 to August 31, 2014. We have used the short form 36 health survey questionnaire (SF-36). Patients of cirrhosis and hepatocellular carcinoma admitted during the said period were selected. Patients suffering from any other chronic diseases such as psychiatric or emotional troubles; linguistic or cognitive deficiencies that could hamper the dependability of the questionnaire were excluded. Results: The average age of the patients was 46 ± 12 years old with a male predominance (sex-ratio: 2.9). Our patients were distributed into 47.4% of cirrhosis and 52.6% of CHC. Those chronic liver diseases etiologies were alcoholic (57%), B viral (66%) and C viral (12.3%). The assessment of QOL showed an overall average score of 76.34 ± 21.1; a mean score of 30.4 ± 86.8 for the physical dimension and 36.5 ± 10.3 for the mental dimension. Patients with viral liver disease had poorer physical summary score (p = 0.000) and poorer mental summary score (p = 0.014) compared to alcoholic patients. Alcohol influenced the physical dimension of the patients (p = 0.000) while the mental dimension was more affected by the age of patients (p = 0.0035). Conclusion: The quality of life is altered by the patients suffering from chronic liver diseases (p = 0035) with regard to our context. This is so in particular with those identified to be viral infected.
Introduction
The concept of quality of life related to health (QOL) incorporates many aspects of human experience, such as the overall well-being, social satisfaction and physical functioning [1] . Chronic liver diseases (CLD) such as cirrhosis and hepatocellular carcinoma are the side-effects of a chronic inflammation of liver regardless of the cause. In our context, those chronic liver diseases etiologies are often viral hepatitis B and C as well as alcohol [2] [3] . Those diseases have a remarkable impact on the QOL [4] [5] . The most used tool to diagnose them is the short form 36 health survey questionnaire (SF-36) [6] . The importance of therapeutic progress helps, nowadays to assess not only the benefit of the treatment in terms of life expectancy, but also in terms of physical and psychological satisfaction [7] . Chronic liver diseases such as cirrhosis and hepatocellular carcinoma (HCC) are known to be the most frequent causes of morbidity and mortality in our service [8] . However, no study has ever been dedicated in our context to the quality of life of patients that we handle. Our aim was to assess the QOL of patients with chronic liver disease in our service.
Method
A transversal prospective study conducted within the gastroenterology department of the University Health center campus of Lomé from 1 rst August 2013, to 31 th August 2014. Patients of cirrhosis and hepatocellular carcinoma admitted during the said period were selected. All study participants had given their informed consent. We have excluded all other patients suffering from any other kinds of chronic diseases that could have an influence on the QOL. We also excluded patients with psychiatric or emotional disorders or linguistic or cognitive difficulties that could prevent the reliability of the questionnaire.
We have used the short form 36 health survey questionnaire (SF-36) which is an self-questionnaire offering the opportunity to calculate a profile quality of life related to health: physical activity, life and relations with others, bodily pains, perceived health, vitality, weaknesses due to physical state, mental health and the evolution of perceived health. Those 8 scales are distributed into two score dimensions of health: the physical summary score (PSS) and the mental summary score (MSS). The eight health scales are scored on a scale from 0 (lowest level of QOF) to 100 (highest QOF level).
For each patient, the following data were also collected: the epidemiologic parameters (age, gender, level of education), the socio-economic level and the capability to afford the health care expenses.
The statistic analysis of the data has been performed using Sphinx v5 Software; the comparisons have been done using Chi-square test, and p < 0.05 was considered to be significant. Our study was consistent with the principles of the Helsinki declaration of 1975 revised in 1983.
Results
Out 123 persons to whom the questionnaire was submitted, 114 who are estimated to 92.7% responded and brought back their questionnaire. The average age of the patients was 46 ± 12 years old with a male predominance (sex-ratio: 2.9). Of the sample group, married people represented the majority (85.1%). The distribution of patients according to their education level showed that 21.1% were not in school; 55.3% had a high school; and 15.8% had a university level. More than half of the patients (60.5%) did not have any health insurance. With regard to the diagnostic aspect, our patients were distributed into 47.4% cirrhosis and 52.6% HCC. The etiologies of those chronic liver diseases were alcoholic (57%), hepatitis B virus (66.7%) and hepatitis C virus (12.3%).
The assessment of QOL by SF36 has displayed an overall score of 76.34 ± 21.1, an average score of the physical dimension of 30.4 ± 86.8 while that of the psychical dimension mounted to 36.5 ± 10.3. The evaluation of the scores of the domains exploring physical dimensions had given scores of 92.11 ± 23.9 for physical functioning; 21.9 ± 83.9 for the role limitations due to physical health; and assessing the mental dimension had given scores of 11.6 ± 32.5 for the social functioning and 40.9 ± 48.1 for the vitality (Figure 1) . Sex, profession, health insurance, the level of education did not influence the physical dimension of QOL of our patients ( Table  1) . As against patients with viral liver disease had poorer physical summary score (p = 0.000) and poorer mental summary score (p = 0.014) compared to alcoholic patients. The patients who are 20 to 29 years-old had the best physical functioning score (p = 0.0431), patients with HCC have the great bodily pain (p = 0.0218) and had the most altered general health (p = 0.0203). The assessment of the mental dimension has shown that only age influenced the score of social functioning; The patients who are 20 to 29 years-old have a better score of social functioning (p = 0.0035). The other parameters such as gender, occupation, health insurance, the type of CLD, the level of study or etiology of CLD did not influence the mental dimension ( Table 2 ).
Discussion
Our study was a prospective study just like those of many other western researchers [9] - [11] , we did not come across any African research work that could help us to do pertinent comparisons. This work therefore is a premium of this category that sheds light on the quality of life of patients suffering from CLD in our country. Contrary to the majority of authors [9] [10] [12] who used specific questionnaires adapted to CLD, we have used the SF-36 generic questionnaire which is a non specific questionnaire but which has the merit of being the most commonly utilized for study of the QOL, namely in the case of HIV [13] related chronic hepatitis. Our patients were relatively young compared to those we come across in the European research works [9] [10] where the average ages were respectively 57.26 and 53.8. This could be explained by the fact that the majority (79%) of CLD cases in our context have not only a hepatitis B or C virus origin but also this is due to the fact that the transmission from mother to child is the most frequent case of the HBV and HCV cases in our country; besides these could also be endemic [14] . The assessment of the QOL in our study has demonstrated a decline of all sorts of scores, thus providing tangible proof of the deterioration of the QOL of our patients. These results are comparable to those of other authors [15] [16] who had demonstrated that there was an impairment of quality of life in patients with chronic liver diseases. In our study QOL was influenced by the age of our patients; impairment of physical functioning were noted (p = 0.0431) and the social functioning (p = 0.005) of the patients of more than 50 years old. Contrary to our results, the studies [17] [18] have shown that the age does not influence the quality of life. As against the parameters such as gender, occupation and level of education did not influence QOL in our study. Those results are comparable with those found out by other researchers [9] [10] [16] , except in the study of Remy et al. [19] in which the age and the sex had been said to be detrimental to the quality of life. Despite the fact that health insurance is assessable to only a minority of the population in our country, it has not been said to have an influence of the quality of life of our patients; this implies that the deterioration of the quality of life was not related to the capacity of our patients to afford the financial expenses of their sicknesses. The knowledge of diagnosis (cirrhosis, hepatocellular carcinoma) did not influence QOL of our patients (p = 0.477) in contrast to some studies [13] [20] in which knowledge of diagnosis play an important role in the alteration of QOL. Impaired QOL was greater among HCV patients without significant statistical difference. The mode of transmission of HCV such as substance abuse plays an important role in achieving QOL [13] . However, we did not assess the influence of the mode of HBV or HCV transmission in this study. The QOL was less impaired in patients with HBV or HCV compared to alcoholic patients. This deterioration concerned both the physical dimension (p = 0.000) and the mental dimension (p = 0.014); our results were similar to those of other authors [20] [21] who had shown rather than patients with alcoholic hepatitis disease had reached the neighboring QOL to that observed in patients with chronic HCV hepatitis. This result could be explained that most patients with chronic viral liver disease were also an alcoholic. Also this result can be explained by the feeling of guilt experienced by our patients who fear infecting also the family members, who may find themselves in the same situation. This study has certain limitations: it is limited to the only service of hepatology and gastroenterology of the University health center Campus of Lomé. Patients' reports of conditions do not exactly reflect physicians' diagnosis. The short form 36 health survey questionnaire (SF-36) is not specific for chronic liver diseases.
Conclusion
The quality of life is impaired in our patients suffering from chronic liver diseases. This impairment of quality of life is less pronounced in patients with viral liver disease. The establishment of a population risk profile and assessment of the quality of life of these patients would allow a support and adapte special preventive among these patients.
